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(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as lsofation,
should be applied to an individual resident; and
(3) Malintains a record of Incidents and corrective
actions related to infections.

(b) Praventing Spread of Infection

(1) When the Infaction Control Program
defermines that a resident needs isolation to
pravent the spread of infection, the faciiity must
isolate the resident.

(2) The facifity must prohiblt employees with a
communicable disease or infected skin lesiong
from direct contact with residents or their foot!, if
- direct contact will transmit the disease.

(3) The facility must require staff to wash thelr
hands after each direct resident contact for which
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An abbreviated survey investigating compiaints
KY#16778 and KY#15554 was initiated on
01/08/11 and conciuded an 01/07/11. Complaint
KY#15778 was found to be substantiated with
deficiencies clted.
Complaint investigation KY#15554 was found to “This Plan of Correction Is prepared and
be unsubtantiated with no regulatory violations. submitted as required by law. By submitting
this Plan of Correction, Owensboro Care &
F 441 | 483,65 INFECTION CONTROL, PREVENT F441]  Rehabliitation Center does not admit that the
s8=p | SPREAD, LINENS deficiency listed on this form exist, nor does
the Center admit to any statements, findings,
The facility must establish and maintain an facts, or concluslons that form the basis for
Infection Controf Program dasigned to provide a the alleged defidiency. The Center reserves
safe, sanitary and comfortable environment and ‘rj;;u’,’gt":ﬁo‘r";a;ﬁ?ggégésga; g"cce‘/e %"‘ngq e
to hf-zlp prevent jcha development and transmission deficlency, statements, facts, and conclusions
of disease and infection. that form the basis for the deficency.”
(a) Infaction Control Program This plan of correction Is submitted as the
The facility must establish an Infection Control facllity's credible allegation of compliance,
Program under which It -
g r 1. Resident #2 was discharged on 1/2/2011, | 1/28/2011

Resident #10 was discharged on 1/15/2011.
Nurses caring for residents #3 and #11
reported no symptoms of Norovirus on
1/18/11. The Director of Nursing contacted
the Medical Director on 1/18/11 and no
further orders for staol specimens were
glven.

7. The other residents were assessed
following the Guidelines for Prevention and
Containment of GI Hiness Outbreaks provided
from the Health Department by the nursing
management team on 1/18/2011. On
1/18/2011 the Regional Epidemiologlst at The
Grean River Health Department and the

the Norovirus outbreak ag a result of no
symptoms reported for greater than three
days.

facllity Medical Director lifted precautions for
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hand washing Is indicated by accepted
professional practice.

(¢} Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
Infection.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interviews It was
determined the facility failed to follow public
health recommendations regarding seven (7) of
eight (8) residents who tested positive for
Norovirus, The facllity failed to discontinue the
admission of residents after the local health
department recommended the facility not admit
any new residents until three (3) days after the
last reported case, The facllity admitted Residents
#2, #3, and #11 between 12/12/10 and 12/29/10.
Resident #10 was readmitted to the facility on
12/14/10. The facility failed to collect heaith
depariment requested stool specimens in a timely
mannet, collecting the first sample seven (7) days
after the health department’s Initial request. The
facliity falled to follow their Outbreak Management
guldeiines, which included following the heslth
department recommendations and failed to
conduct an Infection Control Committee meeting.

The findings include:

Review of the facllity's Outbreak Management
guidelines dated 1072009 revealed their actions
were to Implement: J

1, Contacts are cultured as directed by the health
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Services, and Administrative.

further recommendations.

3. Re-educatioh of the Director of Nursing
Services and the Assistant Director of Nursing
by the Administrator and the Regional
Director of Clinical Operations on following
the Health Department Guldelines was
completed on 1/21/11. The educstion also
included conducting an Infection Control
Meeting when an outbreak occurs. Daily
discussions were held from 12/15/10 through
1/18/11 regarding residents with new
symptoms, cleaning procedures, keeping
residents on thair own wings in the facliity,
assisting residents who smoke individually or
by wings, meal service, etc. These
discussions Included the entire leadership
tearn - Qinical, Environmental, Nutritional

4, The Director of Nursing and/or Assistant
Director of Nursing will audlt and validate
when there ls a presence of symptoms and
follow thie Gulidelines for Prevention and
Contalnment of GI Iliness Outbreaks, The
Director of Nursing will audit to ensure the
suggested Health Department interventions
are followed on a weekly basis for 12 weeks.-
The audit results will be brought to the
Performance Improvement Committee for
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department and/ or medical director and/or
attending physician,

2, Symptomatic residents and employees are
considered potenttally infectious: cultures are
obtained and appropriate precautions are
maintained. '

3, Discuss possible hold on admissions to the
facillty until four (4) days after the last reported
case or as authorized by the health department or
state regulafions,

Nursing measures:
Obtain laboratory specimens as directed

Medical Director;

1. Oversee the management of the outbreak

2. Work with the attending physiclans and health
department to determine the need for laboratory
specimens based on symptoms and conditions
3. Determine what precautions may be
discontinued after three (3) negative stool
specimens

Record review of the facllify's Gastrointestinal
Outbreak Survelllance Form revealed on the
following dates resident or staff members
complained of or had symptoms of nausea,
vomiting, or diarrhea and were reported to the
health department. -

1. From 12/12/10 thru 12/13/10 the facility
reported seventean (17) residents and

two (2) staff member cases were reported.

2. From 12/14/10 thru 12/26/10 the facility
reported fifty-seven (57) resident and sixteen (16)
staff cases were reported.

Interview with the Owensboro Heslth Departmant
on 01/06/11 at 4:00pm revealed the health
department recommended to the facility on
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obtain stool specimens from symptomatic
residents related o the Norovirus outbreak,
Record review of facllity admissions documents
revealed residents were admitted on each of the
following days 12/16/10 (Resldent #3), 12/17/10
(Resident #2), and 12/29/10 (Resident #11).
Interview with the Director of Nursing (DON) and
the Administrator on 01/07/11 at 10:00am
revealed the facllity admitted three (3) new
residents to the facility during the Norovirus
outbreak, Record review of Residant #10
revealed the resident had been readmitied to the
facility on 12/14/10. Facility admissions form
indicated Resident #10 had been admitted on
12/18/10, Further review of the facllity
surveillance form revealed Residents' #3 and #10
were symptomatic of illnesses of gastrointestinal
outbreak as documented by nausea, vomiting and
diarrhea.

Record review of the eight residents tested
revealed Resident #3 did not have a stool sample
submitted for testing. Interview with the DON on
01/06/11 at 5:45pm revealed that eight residents
were the only one's tested,

Interview with the Director of Nursing on 01/06/11
at 5:30pm revealed the Nurse Practitioner
(ARNP) assessed the residents and felt the
residents did not have a virus. The stool
specimens were collected on 12/20/10, seven (7)
days after the request from the health
department. Further interview at 6:00pm revealed
the Director of Nursing was aware none of the
residents had a faver and still were positive for
Noravirus, She further revealed the ARNP gave
approval for new admissions based on the fact
the resldents had no fevers. The DON further
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stated the facllity had not nofified the health
department of thelr continued admissions.

Interview with the public health representative on
01/07/11 revealed she requested the facility
obtain Norovirus stoal specimens on 12/13/10.
Interview with the DON on 01/07/11 at 10:00am
confirmed she was given the recommendation of
no admissions and collection of stool specimens
by the health department, but was unsure of the
specific date.

Interview with the facility Administrator and DON
on 01/07/11, at 1:10pm, revealed the facility did
not call an emergency meeting of the Infection
Control Commiftee to discuss the Norovirug
finesses, as indicated in the facillly Outbreak
Management guidelines. The administrator
revealed the facility Outbreak Management
guidelines were only suggestions to follow,
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